Abstract
Introduction

Abdominal pain is a very common and troublesome problem clinically. The diagnosis of abdominal pain is usually difficult because of many etiologies involving its pathophysiology. It may be caused by a functional problem like gastroenteritis, or organic problems such as malignancy, bowel obstruction and mesenteric ischemia (1). Mesenteric ischemia is a clinical severe disorder due to decreased demand of arterial blood supply of the intestine. The clinical characteristic feature of mesenteric ischemia is abdominal pain, especially postprandial, and it may manifest as a acute or chronic episode. The cause of mesenteric ischemia is classified as either mechanical or non-mechanical obstruction. The pathophysiologic factors of mechanical obstruction may result from intraluminal stenosis or extraluminal compression (2). Celiac axis compression syndrome (CACS) is an extreme condition of mesenteric ischemia due to external compres-
F i g u r e 2 . T h e 3 D r e c o n s t r u c t i o n o f CT a n g i o g r a p h y d e mo n s t r a t e d a s h o r t -s e g me n t s t r i c t u r e a t t h e r o o t o f c e l i a c t r u n k wi t h p o s t -s t e n o t i c d i l a t a t i o n ( a r r o w) .
T h e d i a me t e r o f c e l i a c t r u n k wa s 2 . 7 mm i n t h e s e g me n t o f s t r i c t u r e a n d wa s 8 mm i n t h e s e g me n t o f p o s t -s t e n o t i c d i l a t a t i o n . (Fig. 4) 
F i g u r e 3 . L a t e r a l a o r t o g r a p h y r e v e a l e d t h e s a me s h o r t -s e gme n t s t r i c t u r e wi t h a h o o k -l i k e s h a p e a t t h e r o o t o f t h e c e l i a c t r u n k a s i n t h e p r e v i o u s CT a n g i o g r a p h y ( a r r o w) .
Discussion
The CACS was first described in the 1960s but was not (14, 15) . Hence, multi-detector row CT angiography with appropriate postprocessing techniques is highly effective for the diagnosis, evaluation, and treatment of suspected CACS.
F i g u r e 4 . T h e c o r o n a l i ma g e o f CT r e v e a l e d e x t e r n a l c o mp r e s s i o n o f t h e r o o t o f c e l i a c a r t e r y b y t h e me d i a n a r c u a t e l i g a me n t ( a r r o w) .
well understood until recently (3). In a Western country, the incidence of CACS was reported to be as high as 24% of asymptomatic patients (4). Female is in the majority (5). At present, it is widely accepted that CACS is a disease of mesenteric ischemia. In most cases, the external compression of celiac axis is by median arcuate ligament or celiac ganglion (6), but a rare case of CACS caused by acute type B aortic dissection was reported (7). Some people consider that it arises from the neurogenic stimulation of celiac ganglion caused by the throbbing of the compressed artery (6). In the present patient, the celiac axis was compressed by the median arcuate ligament. The median arcuate ligament is a part of diaphragmatic crura around the aortic hiatus. The celiac axis usually originates inferior to the median arcuate ligament. Only in a few people (about 15%), however, the celiac axis may originate posterior to the median arcuate ligament (8). The median ar-
In the treatment of CACS, only PTA and surgical approaches were suggested in the documents reviewed (9, (16) (17) (18) . Although in a few reported cases the symptoms were completely relieved after performing PTA; the symptoms of most patients receiving PTA are only relieved for a short time (18, 19 (19) .
The surgical approaches for the CACS include division of the median arcuate ligament or arterial reconstruction or bypass (20) . Sometimes periarterial neurectomy is also performed at the same time to enhance the effect of surgery (21, 22) . Division of the median arcuate ligament by conventional laparotomy has been reported in many studies (20, 23) . Recently, laparoscopy is considered a novel approach for the management of CACS (7) . Division of the ligament alone is usually adequate in some patients, but revascularization of the entrapped artery after its release is indicated when flow studies or assessments of pressure gradients indicate persistent compromise (24) .
In the prognosis of CACS, a large study reported the long-term evaluation of CACS patients treated by surgery, 83% of patients were asymptomatic in the first 6 months after decompression, but only 41% of patients remained asymptomatic 3 to 11 years later (17) .
In 
